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Abstract
Healthcare workers, clinicians and/or researchers require information on the
consequences of illness on their patients, as well as on the effects associated with
treatments, when making decisions on recommended treatments and for follow-up
evaluations of the same. Identifying health indicators which provide necessary and
appropriate data for the evaluation of clinical outcomes in terms of Health-Related
Quality of Life (HRQoL), as established by the WHO Biopsychosocial Model, and
which provide appropriate and pertinent information on physical, mental and social
factors in patients, can improve decision-making in relation to a comprehensive and
global perspective of clinical outcomes of the various treatments and procedures
given to patients. This chapter aims to provide an overview of the various tools for
assessing Health-Related Quality of Life, as a growing number of clinicians,
researchers and patient groups wish for comprehensive and not merely biological
measures of health. This may be explained by the growing number of self-
administered or interview questionnaires which have the aim of measuring changes
in health as well as the consequences of the various treatments used mainly on
chronicity and chronic health conditions. During recent decades, numerous tools
have been developed and applied to the measurement of the effects of Health-
Related Quality of Life in patients based on biological or physical aspects, psycho-
logical or mental aspects, and social aspects. This chapter will review the most
frequently-used tools for the measurement of Health-Related Quality of Life, and
recommendations are made for their use in medical care according to psychometric
characteristics and quality criteria, as a guide for use in the field of healthcare, in
public health, or in outcomes research.
Keywords: Health-Related Quality of Life (HRQoL), health conditions,
medical care
1. Introduction
The term “health indicator” refers to a characteristic associated to the health of
an individual or a population. In Public Health and in Health Planning, population
health indicators are used to show the magnitude of a medical problem, to reflect a
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change in the health status of a patient or a population over time, to compare and
assess differences in health status among patients and populations, and to analyse
and evaluate the extent to which treatment goals have been achieved in patients in
order to recommend these treatments for use in clinical practice and research [1, 2].
Measurement of health and Health-Related Quality of Life (HRQoL) has
acquired great importance in recent decades as a means of measuring clinical out-
comes in patients and of monitoring the progress of various treatments along with
their physical, psychological and social consequences [3]. Medical practitioners
frequently must choose from among diverse tools with the aim of obtaining essen-
tial relevant information for decisions on treatment, with analysis and a
multidimensional assessment of these treatments on patients.
Meanwhile, countries have health information systems which permit the devel-
opment of a wide variety of health indicators, and thus allow periodic surveys of
their healthcare situation. These indicators provide information on their change
over time, which makes it possible to assess trends and geographical distributions.
Likewise, the wide availability of these indicators allows comparison with other
countries [4, 5].
Selection of indicator sets is commonly done in countries with well-developed
health information systems with the aim of providing executive and
multidimensional information. Among global health indicators are those whose
objective is to assess the perception of improvement in patient functional capacity
on a global scale, i.e. assessing subjective patient perception of the physical, mental
and social components in a global and comprehensive fashion [6].
The concept of Quality of Life has undergone such rapid development that it is
used very frequently and to such an extent that it has become a common expression
in both professional settings and the general population. The healthcare sector is not
immune to its influence and many professionals rely on it to assess the patient’s
psychosocial experience and the effects on the disease of medical and surgical
interventions and procedures. This term originated in the USA after the end of
World War II, during the development of the Welfare State.
The development of HRQoL research is linked to changes during recent decades
in the concept of health, whose basis has shifted from a biomedical model to a
biopsychosocial model [7]. This indicator began to be used extensively from the
1980s, especially in connection with the care of chronically ill patients. Patient
health and ability to function depends on and is a consequence of several compo-
nents: physical, mental and social. Therefore patients must be assessed globally and,
consequently, the functioning of all three components must be taken into account
for a patient to progress as a person and a social individual.
In this context, HRQoL estimates and measures living conditions of patients
which are linked to health conditions and/or disease, and has become a fundamental
dependent or response variable when assessing success of therapeutic or surgical aims
in the medical field. In other words, the HRQoL indicator is currently a valuable tool
for understanding circumstances linked to disease and medical care.
The first model or framework which was established to measure Quality of Care
was described and proposed by A. Donabedian [8]. This author proposed a frame-
work, now classic, which evaluates three components. Firstly, structure, the stable
attributes required for care, i.e. the available resources: human, material, techno-
logical, financial, etc. This component has been used to accredit hospitals and health
centres for teacher training, and to classify hospitals. Teaching posts which are
made available for training resident interns are allotted based on this element of
quality of care. Secondly, the model must assess and analyse the process, the actions
taken with the available resources; i.e. the use healthcare providers make of what
they have in their clinics, clinical services, medico-surgical services, etc. Thirdly,
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the model considers outcome, i.e. the results in terms of improved health, lifestyle,
quality of life and wellbeing (Table 1).
The overall aim of this chapter is to present the tools for measuring Health-
Related Quality of Life (HRQoL) which allow a global, subjective evaluation of
patients in connection to the various medical and or surgical procedures which they
undergo. These tools should also provide the ability to follow up on the effects and
consequences on patients of these procedures from a multidimensional perspective.
The information obtained from these indicators enables professional decision-
making based on relevant, personal and holistic information about patients. The
goal of this chapter is also eminently practical: without entering into theoretical
considerations, it will perform a methodological review of these tools to facilitate
decision-making when choosing generic and/or specific surveys.
2. Methodology
In the field of health, HRQoL measurements are widely used, to the extent that
specialist journals exist while non-specialist journals have also, in recent years,
published editorials and articles on the subject. Available information on tools for
the measurement of HRQoL has been subjected to a review process according to the
following criteria: 1. - Adaptation to the objective. 2.-Psychometric criteria of valid-
ity, reliability and discriminative power or sensitivity to change. 3.- Practical utility for
health workers, teachers and researchers in various settings and population groups,
such as the general population or vulnerable groups (e.g. chronic patients, individ-
uals with disabilities and dependent or frail persons). The measurement tools
included in this chapter were chosen according to whether the questionnaires con-
tain items which evaluate physical, psychological and social factors according to the
biopsychosocial health model, which was proposed in the 1970s and adapted by the
WHO [7] as a means of evaluating HRQoL and wellbeing in patients and across
population groups [9–14]. And these have been selected based on metrical quality
criteria of previously selected instruments such as:
2.1 Validity
In the measurement of HRQoL, no single method for assessing the validity of
measuring instruments exists, as it is an indirect assessment through indicator
systems. In other words, there is no single way for a tool to measure what it is
intended to measure through content validity based on the analysis of the concept to
be measured and with a definition of the dimensions covered such that the indica-
tors represent the dimensions of health status to be analysed and evaluated. Con-
struct validity, on the other hand, is the relationship between the variable to be
measured and the concept indicator being measured, i.e. health [15–19].
Quality of Care* Structure Process Outcome
Focus What we have What we do What we get
Measures/Indicators Resources Actions Health Status
HRQoL
Wellbeing
*Framework from Avedis Donabedian.
Table 1.
Classical model of quality of care.
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2.2 Reliability
The reliability of an instrument is given by its stability or consistency in obser-
vations when the process of measurement is repeated under equal or similar condi-
tions. Several types of reliability may be derived from this definition: test–retest
(stability of the tool if measurement conditions and concept are unchanged), inter-
observer (if measurement is carried out by multiple observers and the concordance
index, kappa, is between 0.8 and 1 [20]), and internal consistency (stability of scores
among the various elements of the measuring tool) [21].
2.3 Discriminatory power or sensitivity to change
This property requires that small clinical variations due to a treatment or proce-
dure are reflected in the scores given by patients. Evaluating this property is essen-
tial in instruments whose sole purpose is assessment. When a measuring tool is used
to categorise patients with differing degrees of severity or disability, discriminatory
power is vital. A recent study analysed and assessed the Nottingham Health Profile
(NHP), the Short Form-36 (SF-36) survey, the Psychological General Well-Being
Index (PGWB) and a single-item 0 to 100 Self-Rated Health Scale, evaluating
psychometric properties such as internal consistency, construct validity and dis-
criminatory power. The authors conclude that there is high concordance among the
three HRQoL tools (PGWB, SF-36 and NHP) in all aspects but the social, and that
these tools may identify the presence of self-assessed poor health. The quick, simple
Self-Rated Health Scale was strongly correlated with the more time-consuming
PGWB, SF-36 and NHP [21]. Reviews have also been published on tools for
assessing the properties of instruments measuring quality of life [22].
2.4 Internal consistency
In questionnaires developed to measure different dimensions separately, as it
happens when HRQoL is measured, each dimension’s internal consistency must be
evaluated using Cronbach’s alpha. Its values range between 0 and 1 and indicate the
degree of agreement between two quantitative variables, similar to the correlation
coefficient.
2.5 Strength of recommendation
Following the above psychometric criteria and a qualitative SWOT analysis we
identify those tools which meet the criteria of consistency, validity, and discrimi-
native power and which have more strengths than weaknesses and, therefore,
represent an opportunity for improving patient HRQoL. While the aim is to provide
a quick, eminently practical guide for use in research on health and quality of life
for instructors, health workers and researchers, tools must be adapted to socio-
clinical context and to specific patients.
In summary, generic measures of quality of life are proposed, contrasted against
previous studies and other tools with clinical utility in highly prevalent diseases due
to their importance and significance in both the general population and in vulnera-
ble groups (such as elderly individuals with morbidity and multiple pathologies,
and disabled and/or dependent individuals).
All these tools seek to convert Evidence-Based Medicine (EBM) into Results-
Based Medicine (RBM), taking into account biological, physical, mental, emotional
and social components in order to improve patient HRQoL and wellbeing. This
evolution from EBM to RBM is very important for chronic patients, elderly
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individuals, and individuals with disabilities, because those components which
provide satisfaction in life are improved and thus improve quality of life and
wellbeing.
3. Generic HRQoL tools
3.1 SF-36 survey
One of the best-known and most widely used tools for the measurement of
HRQoL internationally is the SF-36 Survey [23, 24]. This was developed in the US
in the 1990s for use in analysis and assessment of clinical outcomes, based on
questionnaires which included a variety of concepts related to health.
This tool consists of 36 questions, 35 of which assess health through eight
dimensions covering two areas, Functional Status and Emotional Wellbeing. The
functional area is represented by the following dimensions: Physical Function (10
items), Social Function (2 items), Role Limitations due to physical problems (4
items), Role Limitations due to emotional problems (3 items). Wellbeing includes
the following dimensions: Mental Health (5 items), Vitality (4 items), Pain (2
items). Finally, overall assessment of health includes the dimension Perception of
General Health (5 items) and Change in Health Status over time (1 item). Two
versions exist: standard, with a 4-week recall period, and acute, with a 1-week recall
period. The 36th question covers perceived changes in health in the year prior to the
interview.
The SF-36 survey has good validity, reliability and sensitivity to change, giving
this tool a Grade A recommendation, i.e. the survey meets sufficient quality criteria.
Experts and practitioners who have employed the survey quote numerous reasons
for its use, such as ease of use and interpretation, multidimensional assessment,
comparability, and use in vulnerable groups [11–13]. Furthermore, the Short-Form
survey has several versions according to number of items (36, 12, 8 or 6), enabling it
to be generalised and used in multiple contexts and with diverse aims [25–27]. SF-12
was the most used for assessment of clinical outcomes. These diverse versions show
good psychometric properties across different patients, population groups and
countries. Therefore SF-36 is shown as an effective and reliable tool for the mea-
surement of clinical outcomes in patients with various conditions and across various
population groups such as persons with intellectual disabilities [11, 13]. It has been
validated in numerous countries and therefore allows comparisons among patients
with diverse health conditions, diseases and medical treatments, as well as compar-
ison with a general reference population. Table 2 shows the number of items for
each component assessed by the survey. These items register both positive and
negative changes in health (Table 2).
In a review of the survey’s measuring ability, reliability, validity and respon-
siveness to instrument change, conducted on 17 chosen articles which assessed the
psychometric characteristics of the questionnaire, the reliability of SF-36 scales was
greater than the suggested standard (Cronbach’s alpha) of 0.7 in 96% of evaluations.
The pooled evaluations obtained by meta-analysis were higher than 0.7 in all cases.
SF-36 showed good differentiation among groups of varying severity, moderate
correlation with clinical indicators, and high correlation with other HRQoL instru-
ments. In addition, the survey scores predict mortality. Therefore, SF-36 and its
derivatives are an appropriate tool for use in medical research, as well as in clinical
practice; in some countries attempts were made to add the survey to medical
records, though this has been less successful [28].
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Consequently, the SF-36 survey is a complete instrument which allows the
assessment of generic HRQoL or health status in patients by analysing and evaluat-
ing various aspects of the patients, and its clinical use is recommended in order to
assess the outcomes of treatment or care based on the opinion of the patients, as a
reliable, valid tool with sensitivity to change.
Above all, its use is recommended when cure and/or prognosis rates of two
treatments are equal, but differences may be seen in the vital and social implications
of each treatment (such as chemotherapy with profound side effects, in cases of
cancer) or when limitations occur in the patient’s life and wellbeing. It may also be
used to assess patient satisfaction with the service provided and to assess reintegra-
tion to normal life in cases of disabling diseases and conditions or in persons with
disabilities [11, 13]. In addition, the survey may be self-administered by patients or
be given by an interviewer. According to experts [29], this tool has a Grade A
recommendation for its psychometric criteria, for its generalisability for compari-
sons, and for its recent use in various cohorts such as the elderly and persons with
Alzheimer’s disease [11–13, 30–32], and in very diverse conditions and circum-
stances [33–40]. It can therefore be used to assess HRQoL of patients in general and
of vulnerable population groups, alone or in combination with other tools. In sum-
mary, the SF-36 is a reproducible, short, valid and versatile survey which has even
been proposed for use in economic measures of health [41].
3.2 Nottingham health profile
The Nottingham Health Profile was developed in the UK in the late 1970s with
the aim of measuring the subjective perception of the impact of health problems.
The authors state that it is appropriate for use in assessing medical and/or social
interventions, in pre-post or quasi-experimental designs, as a measure of compari-
sons among cohorts, as a survey tool on selected populations, for long-term follow-
up in patients with chronic disease, as a complement to medical history, and for
clinical research in selected patient cohorts. In summary, experts state that it is most
suitable for patients with significantly impaired health status, because the survey
has the weakness of lacking items that track positive health [29].
It is a generic tool for measuring the degree of physical, psychological and social
suffering associated with medical, social and emotional problems that affect the lives
of patients.
Aspects Number of items
Physical Functioning 10
Role Limitations: Physical Problems 4
Pain 2
General Health Perceptions 5




Role Limitations: Emotional Problems 3
Table 2.
Number of items for each component assessed by the survey.
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The survey consists of two parts. The first has 38 questions with 6 dimensions:
Energy (3 items), Pain (8 items), Physical Mobility (8 items), Emotional Reactions
(9 items), Sleep (5 items) and Social Isolation (5 items). These items aim to repre-
sent various states of health and record Yes/No responses from the patient. The
second part consists of 7 questions on health-related limitations to 7 functional
activities of daily living: paid employment, household chores, social life, family life,
sex life, hobbies and interests, and free or leisure time. The score ranges from 0 to
100 depending on whether a patient’s responses are all negative (0) or all positive
(100) [42–44]. Six different scores are obtained for each of the dimensions, giving
an estimated observation of the patient’s perception of their state of health which
may be used without staging of the items, simply by taking the number of positive
responses divided by the number of items in that dimension and multiplied by 100
to obtain a range of results from 1 to 100 with the same interpretation as globally.
The authors recommend the use of scores by dimension, rather than global scores. A
short or reduced version exists, with 22 items. It may be self-administered (prefer-
able) or with an interviewer or interviewers. It has been used in patients with
coronary disease, lung cancer, undergoing addiction treatment with methadone,
and fibromyalgia [45–48]. It is Grade A recommendation for its psychometric
criteria, its generalisability for use in comparisons, and for utility in patient follow-
up and in diverse conditions and patient cohorts.
3.3 Sickness impact profile (SIP)
The Sickness Impact Profile (SIP) was developed in the United States with the
aim of providing a valid and sensitive measure of perceived health status in order to
correctly appraise clinical outcomes during evaluation, planning and programming
of health policies. It was designed for the assessment and measurement of dysfunc-
tion from in types and degrees of severity of patients and their conditions, although
it is specifically designed for patients with moderate or severe deficiencies and
dysfunctions [29]. The overall objective of the SIP is the measurement of dysfunction
caused by disease in critical patients [49] and the assessment of quality of life in
patients in need of surgical intervention for urinary diversions [50], defining “dys-
function” as an alteration in the manner of approaching and performing any given
activity, with total cessation of the same or with total replacement by a novel
activity. In other words, it is a useful tool for the evaluation of disability in the field
of Occupational Health, which can improve the objectivity of the committees that
assess disability and functional impairment. SIP also evaluates capability in activi-
ties of daily living such as resting, eating, household management, recreation,
walking, personal hygiene and grooming, work, social integration, state of mind,
emotional behaviour and ability to communicate [29].
The SIP is based on the patient’s perception of their own illness and not on the
professional and scientific concept of that illness. This instrument is based around
changes in behaviour and activities of daily living (ADLs) as a result of negative
effects of diseases and their consequences, on a simple generic HRQoL scale com-
posed of 136 questions grouped into 12 categories. Of these twelve categories,
seven can be grouped into two, Physical or Psychosocial, and five are independent.
The physical dimension consists of mobility, ambulation, and body care and
movement; the psychosocial dimension has four categories: social relationships,
intellectual activity, emotional activity and communication. The five independent
categories are sleep and rest, eating, hobbies and entertainment, work, and house-
hold tasks.
In this tool the patient must mark only the questions which describe their
circumstances and state of health at the present moment, and those which are related
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and/or associated with the disease and its consequences. The result ranges from 0 to
100, where 0 is absence of dysfunction and 100 is maximum dysfunction. It is
obtained by summing the scalar values of items marked by patients divided by the
sum of scalar values of all the SIP items and multiplying by 100. It may be self-
administered, which is preferable, or given by an interviewer. It is Grade A for its
psychometric criteria [29, 51], for its generalisability for comparisons, and for
utility in assessments of patient perception of their own health status and the
consequences of various diseases such as incontinence, chronic pain and periodontal
disease [52–55].
4. HRQoL indicators for prevalent diseases and functional disability
Measurement tools for health and HRQoL in the field of disease have developed
considerably and are generally associated with the most prevalent problems present
in the population, and therefore in those with most patients. Among these the
following can be highlighted:
4.1 Quality of life profile for the chronically ill (PECVEC)
This standardised tool of measurement was developed in 1996 to assess somatic,
emotional and social components as well as functioning and well-being in clinical
practice [29, 56]. Therefore it may be used in diverse risk groups and when
assessing therapeutic measures and analysing the progression of chronicity. It is
composed of 40 questions with a Likert-type response scale with 5 scores, from
nothing to a great deal. It is a multidimensional assessment involving the following
aspects: Physical Capacity (8 items), Psychological Functioning (8 items), Positive
Mood (5 items), Negative Mood (8 items), Social Functioning (6 items) and Social
Welfare (5 items). Range of scores is 0 to 4 in all items and the highest score
corresponds to the highest quality of life in the patient, with the same weight given
to physical and psychological aspects and differentiating between social functioning
and social well-being. It has been used successfully in epidemiological studies in the
general population and in patients with various chronic diseases such as hyperten-
sion, DM, rheumatic disease and acute myocardial infarction. It can be self-
administered (preferable) or by an interviewer or interviewers in patients with
difficulties, such as persons with visual or intellectual disabilities. It is Grade A for
its psychometric criteria, generalisability for comparisons, and utility in assess-
ments of patient perception of their own health status and the consequences of
diseases and circumstances on patient quality of life.
4.2 EUROQOL-5D
EQ-5D is a measure of self-perceived health which originated with the desire of
integrating the five dimensions considered most relevant to HRQoL: mobility, self-
care, habitual activates, pain/discomfort, and anxiety/depression [57]. It is a
generic, standardised, self-administered questionnaire, easy to answer and with low
cognitive and intellectual load. EQ-5D is widely used around the world, and is
available in more than 170 languages, including several versions in Spanish after a
rigorous translation process [58, 59]. It is available in multiple formats: paper and
electronic. According to the author, EQ-5D’s potential in Spain, not merely as a
measure of health but also as a basis for economic assessment, would increase if it
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were systematically incorporated into clinical information [60, 61] and primary
care, and were validated for patients with constipation [62]. This can only occur if
healthcare professionals consider that patient-submitted information on HRQoL
outcomes is relevant to the management of their clinical work. EuroQol was devel-
oped with the aim of making a generic instrument for measuring HRQoL which
could be used in applied, clinical and public health research, and which allowed
comparisons among countries, but which was also capable of detecting and quanti-
fying changes in health status and quality of life. The test was designed to obtain
and provide descriptive information on quality of life based on various dimensions,
a global value and a value indicating patient preference for a certain desired state of
health. It produces a profile of social values which together with years of life create
a measure of the outcomes of medical interventions: quality-adjusted life years
(QALY) [63].
EuroQol was developed simultaneously in five European countries: England, the
Netherlands, Norway, Sweden and Denmark. The content was obtained from a
review of the dimensions of the SIP and the Nottingham Health Profile, based on
the experience of the researchers who participated in the project. The tool consist of
three parts. The first is devoted to description of health status according to 5 dimen-
sions (mobility, personal care, daily activities, pain/discomfort, and anxiety/
depression). These dimensions are rated 1 to 3, 1 No problems, 2 Some problems,
and 3 Many problems. In the second part of the test, the patient scores their state of
health on a millimetre scale analogous to a 20 mm thermometer (EVA) whose
extremes go from 0 (Worst State) to 100 (Best State). This EVA score can be used
as a quantitative indicator of state of health. The third part is designed to obtain
individual scores of preference for states designed in the descriptive part, with 14
possible states scored from 1 to 3, and in which the patient is also asked where they
would place the status “death”. The tool is designed to be self-administered (pref-
erable) or through an interviewer or interviewers in patients with difficulties such
as persons with visual or intellectual disabilities. It is Grade A for its psychometric
criteria, for generalisability which allows studies in diverse diseases and clinical
settings, and for utility of the index value in cost-effectiveness studies and espe-
cially in the allocation of clinical and care resources [29]. This questionnaire is
available at http://www.euroqol.org.
4.3 Duke activity status index (DASI)
This tool was designed to analyse and assess functional capacity in cardiovascu-
lar patients based on the patient’s ability to perform activities of daily living (ADLs).
A version adapted to gravely hospitalised patients was also developed, based on the
SUPPORT [29] study, and more recently its use was recommended as a predictor of
postoperative morbidity and mortality by assessing tolerance to exercise and thus
improving the planning and outcome of surgery [64]. The original questionnaire
consisted of 12 items which collect information on the possibilities of performing
activities of daily living (ADLs) such as personal care, mobility, household tasks and
sexual functioning in the last two weeks; the reduced version does not include
sexual functioning. Scores for each item range from 3 (activity performed without
difficulty), 2 (activity performed with difficulty) and 1 (activity not performed for
reasons of health). If a surveyed patient does not perform the activity for reasons
other than health, this question is given the same score as the previous item, as it is
assumed that the patient had at least the same difficulty in performing the activity.
Each item has a value ranging between 1 and 2.5, such that the score ranges from
11.5 (minimum capacity) to 33 (maximum capacity). The test is designed to be self-
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administered (preferable because this eliminates bias) or through an interviewer or
interviewers in patients with difficulties such as persons with visual or intellectual
disabilities [13]. It is Grade A for its psychometric criteria of validity, reliability and
sensitivity, and permits studies on cardiovascular diseases and conditions, which
are among the most prevalent and primary causes of death in developed countries.
Additionally, it is predictive in patients with cardiovascular disease.
4.4 General health questionnaire (GHQ)
The aim in developing this measuring tool was the detection of patients suffer-
ing from non-psychotic psychiatric disorders. It was validated for patients who
requested primary care services from General Practitioners in the UK, to aid these
practitioners in detecting psychiatric cases, and was later applied to epidemiological
studies in the general population [29]. The questionnaire is based on the
multidimensional model of the Biopsychosocial Health Model [7] and specifically
for mental disorders. The author wished to distinguish between minor mental
conditions and greater disorders which lead to loss of normality in connection with
daily living. The tool consists of 140 items and a short 60-item form; further short
forms were later developed, of which the 28-item version is the most frequently
used. This last is composed of four subscales of 7 items which assess somatic
symptoms of psychological origin, anxiety, difficulties in performing daily activi-
ties, and subjective perception of depression. The score for these items is 0 in
responses better or equal to normal and 1 in responses worse or much worse than
normal. The test is designed to be self-administered (preferable because this elimi-
nate bias) and can be completed in under 5 minutes.
It is Grade A for its psychometric criteria of validity, reliability and sensitivity,
and the 28-question version has become widely used due to the short time to
administer, ease of scoring and good acceptance. Its main weakness is that it is not
designed to screen for psychiatric conditions and for minor non-psychotic psycho-
logical conditions [29].
4.5 Psychological general well-being index
This survey was developed in the USA for use in community epidemiological
studies as an indicator to reveal subjective feelings of well-being or psychological
discomfort, i.e. for studies in the general population. The questionnaire consists of
18 items which cover 6 dimensions. The first 14 items have Likert-type answers,
with six categories representing degrees of intensity or frequency which may range
from 1 to 6 or from 6 to 1 depending on type of item; the remaining four items are
scored on a visual analogue scale. The assessed dimensions are: anxiety, depression,
positive mood, vitality, self-control and overall health. A global assessment of
severe discomfort can be obtained with the lowest score, and of positive well-being
with the highest. Scores can also be obtained for each dimension. A 22-item version
of the tool exists which was developed by Dupay [65] for use in cardiovascular
disease, and whose score ranges from 22 (patients with severe discomfort) to 132
(patients with positive well-being), which has been translated and adapted into
Spanish by experts on methodology and HRQoL measurement tools [66]. It is
designed to be self-administered (preferable because this eliminates bias). It is
Grade A for its psychometric criteria of validity, reliability and sensitivity to
change. Its main weakness is the establishing of cut-off points when differentiating
between degrees of well-being: positive, negative, and severe discomfort [29].
To summarise and facilitate the analytical analysis and decision-making when
choosing an instrument, these are presented in the following Table 3.
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SF36 GenericHRQoL Good 36 items/12th version 8
dimensions
QualityofLife I/SA/R
Nottingham Health Profile GenericHRQoL Good 38 items
6 dimensions
Measurement of physical/ mental and
social Suffering
I=SA
Sickness Impact Profile (SIP) GenericHRQoL Good 136 items/12th version
12 categories
Diseases repercussions SA







Quality of Life Profile for Chronically Ill
patients (PLC)
ChronicIllnesses Good 40 items
6 dimensions
MultidimensionalQualityofLife
Based on the concept by the WHO
I=SA
Duke Activity Status Index (DASI) PredictorHRQoL Good 12 items/10th version FunctionalCapacity
Activities of Daily Living
SA=R
General Health Questionnaire (GHQ-28) MentalHealth Good 28 items MentalHealth
Psychological Distress
SA=R









*Validity, reliability /repeatability, Internal Consistency, and Sensitivity to Change.
**Interview (I), self-administered (SA) and Reference in HRQoL (R).
Table 3.
















































For many experts, the best indicators of the effectiveness of health services are
indicators of Health-Related Quality of Life (HRQoL), wellbeing and citizen
satisfaction. These indicators all measure global outcomes in patients and in the
population, since quality of life and well-being have multidimensional values and
account for the perspective of the patient undergoing the clinical and/or surgical
interventions, procedures and services which are recommended and prescribed by
practitioners, with informed consent, such as treatment and/or functional recovery
and rehabilitation.
The generic surveys recommended for the assessment of HRQoL as an indicator
are those which grant a comprehensive perspective on patients based on the
Biopsychosocial Model of Health, placing patients in the main role of the outcome.
Of these surveys, the most widely used at the international level is SF-36 due to
quality criteria and because, it is used as a reference instrument and because and
it allows more comparisons, giving greater consistency to outcomes obtained at
different healthcare and social/health centres and across different countries. Alter-
native questionnaires exist which may be used based on patients and their health
and social circumstances.
Alternative questionnaires are available such as the Nottingham Health Profile
(NHP) that is better when measuring health impact in populations, or the SIP when
one wants to know the perception of illness that patients refer, the main drawback
being it has 136 items, thus not recommended in elderly patients. Specific ques-
tionnaires can be used based on patient characteristics. If these are chronic, the
Quality of Life Profile for Chronically Ill patients (PLC) is a good option. Based on
the objectives, if functional capacity is to be assessed, The Duke Activity Status
Index (DASI) is valid, reliable, and sensitive. It is also predictive in patients with
cardiovascular alterations, which was its first use. If you want to estimate psycho-
logical or mental well-being, the Psychological General Well-Being Index (PGWBI)
is appropriate.
On the other hand, all of these questionnaires can be self-administered. Still,
patient’s cognitive characteristics must be taken into account, basically that they can
read and understand the questions correctly so that answers are reliable.
The goal of using these questionnaires when assessing HRQoL is the conversion
of evidence into effective results which increase patient quality of life and
wellbeing, as health is a fundamental resource for life, and this requires applied or
clinical research and a public health system for the improvement of quality of care,
HRQoL, and wellbeing.
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